.

This form is processed for payment with an electronic reader. Some local printers
and copiers do not produce exact copies of the form. If you have a submission
returned because “Margins not Aligned Properly - Does Not Match Original

Claim Form”, you will need to order paper copies of the form and resubmit your
claim.

Forms may be ordered from Commonwealth Martin by phone at (804) 780-0076.
There is no charge for the forms or shipping and handling.



TITLE XVIII (MEDICARE) DEDUCTIBLE AND COINSURANCE INVOICE

VIRGINIA
DEPARTMENT OF MEDICAL ASSISTANCE SERVICES

01 Provider's Medicaid ID Number

02 Last Name

03 First Name

04 Recipient ID Number

05 Patient's Account Number

06 Recipient's HIB Number (Medicare)

1 07Primary Carrier Information Other 08 Type Of Coverage |09 Diagnosis 10 Place of 11 Accident / 12 Type of |13 Procedure Code 14 Visits/Units,
Than Medicare D 2 No Other Coverage Medicare Treatment Emer Ind D ACC Service Studies
[ s sited and Paid [] 5 Billed No Coverage Oa Os [J Emer [] other
15 Date of Admission From 16 Statement Covers Period Thru |17 Charges to Medicare 18 Allowed By Medicare 19 Paid By Medicare
MM DD | YY MM | Yy MM DD | YY

20 Deductible

21 Co-Insurance

22 Paid By Carrier Other
Than Medicare

23 Pat Pay Amt. LTC Only

2 07Primary Carrier Information Other 08 Type Of Coverage |09 Diagnosis 10 Place of 11 Accident / 12 Type of |13 Procedure Code 14 Visits/Units,
Than Medicare D 2 No Other Coverage Medicare Treatment Emer Ind D ACC Service Studies
D 3 Billed and Paid D 5 Billed No Coverage D A D B D Emer D Other
15 Date of Admission From 16 Statement Covers Period Thru |17 Charges to Medicare 18 Allowed By Medicare 19 Paid By Medicare
MM DD | YY MM DD | DD YY |

20 Deductible

21 Co-Insurance

22 Paid By Carrier Other
Than Medicare

23 Pat Pay Amt. LTC Only

3 | 07Primary Carrier Information Other 08 Type Of Coverage |09 Diagnosis 10 Place of 11 Accident / 12 Type of |13 Procedure Code 14 Visits/Units,
Than Medicare D 2 No Other Coverage Medicare Treatment Emer Ind D ACC Service Studies
[ s sited and Paid [] 5 Billed No Coverage Oa Os. [ emer [ other
15 Date of Admission From 16 Statement Covers Period Thru |17 Charges to Medicare 18 Allowed By Medicare 19 Paid By Medicare
MM DD | YY MM DD | DD | Yy |

20 Deductible

21 Co-Insurance

22 Paid By Carrier Other
Than Medicare

23 Pat Pay Amt. LTC Only

4 | o7Primary Carrier Information Other 08 Type Of Coverage |09 Diagnosis 10 Place of 11 Accident / 12 Type of |13 Procedure Code 14 Visits/Units,
Than Medicare D 2 No Other Coverage Medicare Treatment Emer Ind D ACC Service Studies
D 3 Billed and Paid D 5 Billed No Coverage D A D B D Emer D Other
15 Date of Admission From 16 Statement Covers Period Thru |17 Charges to Medicare 18 Allowed By Medicare 19 Paid By Medicare
MM DD Yy MM DD | MM DD Yy |
20 Deductible 21 Co-Insurance 22 Paid By Carrier Other 23 Pat Pay Amt. LTC Only
| | Than Medicare |

24 Remarks

THIS IS TO CERTIFY THAT THE FOREGOING INFORMATION IS TRUE, ACCURATE AND
COMPLETE. | UNDERSTAND THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE
FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE CLAIMS, STATEMENTS OR
DOCUMENTS, OR CONCEALMENT OF A MATERIAL FACT, MAY BE PROSECUTED UNDER
APPLICABLE FEDERAL OR STATE LAWS.

SIGNATURE DATE

DMAS - 30 R 6/03



Instructions for the Completion of the Department of M edical Assistance Services

(Title XVI11) Medicare Deductible and Coinsur ance I nvoice, DM AS-30 — R 6/03

Pur pose:

NOTE:

Block 01
Block 02
Block 03

Block 04
Block 05

Block 06
Block 07

Block 08
Block 09

Block 10
Block 11

Block 12
Block 13

Block 14

Block 15
Block 16

Block 17
Block 18
Block 19
Block 20
Block 21
Block 22

Block 23
Block 24

Signature

To provide amethod of billing VirginiaMedicaid for Medicare deductible and coinsurance.

This form can be used for four different procedures per Medicaid recipient. A different form
must be used for each Medicaid enrollee.

Provider’sMedicaid | D Number — Enter the 9-digit VirginiaMedicaid provider identification
number assigned by Virginia Medicaid.
Recipient’s Last Name — Enter the last name of the patient as it appears from the enrollee’s
eligibility verification.
Recipient’s First Name — Enter the first name of the patient as it appears from the enrollee’s
eligibility verification.
Recipient D Number — Enter the 12-digit number taken from the enrolle€’ s eigibility card.
Patient’s Account Number — Enter the financial account number assigned by the provider. This
number will appear on the Remittance VVoucher after the claim is processed.
Recipient’sHIB Number (M edicar ) — Enter the enrollee’ s Medicare number.
Primary Carrier Information (Other Than Medicar €) — Check the appropriate block.
(M edicareis not the primary carrier in this situation.)
Code 2 —No Other Coverage — If thereis not other insurance information identified by the
patient or no other insurance provided when the Medicaid eligibility is confirmed, check this
block.
Code 3 -Billed and Paid —When an enrollee has other coverage that makes a payment
which may only satisfy in part the Medicare deductible and coinsurance, check this block
and enter the payment in Block 22. If the primary carrier pays as much as the combined
totals of the deductible and coinsurance, do not bill Medicaid.
Code 5 —Billed and No Coverage — If the enrollee has other sources for the payment of
Medicare deductible and coinsurance which were billed and the service was not covered or
the benefits had been exhausted, check thisblock. Explainin the “Remarks’ section.
Type of Coverage (Medicare) —Mark the appropriate type of Medicare coverage.
Diagnosis — Enter the principal |CD-9-CM diagnosis code, omitting the decimal. Only one
diagnosis code can be entered and processed.
Place of Treatment — Enter the appropriate national place of service code.
Accident/Emergency Indicator — Check the appropriate box, which indicates the reason the
treatment, was rendered:
ACC — Accident, Possible third-party recovery
Emer — Emergency, Not an accident
Other — If none of the above
Type of Service — Enter the appropriate national code describing the type of service.
Procedure Code — Enter the 5-digit CPT/HCPCS code that was billed to Medicare. Each
procedure must be billed on a separate line. If there was no procedure code billed to Medicare,
leave this block blank. Use the appropriate national procedure code modifier if applicable.
Visits/Units/Studies — Enter the units of service performed during the “ Statement Covers Period”
(block 16) as billed to Medicare.
Date of Admission — Enter the date of admission
Statement Covers Period — Using sixdigit dates, enter the beginning and ending dates of this
service (from) and the last date of this service (thru) (e.g., 03-01-03 to 03-31-03).
Chargesto Medicare — Enter thetotal charges submitted to Medicare.
Allowed by Medicar e — Enter the amount of the charges allowed by Medicare.
Paid by Medicare — Enter the amount paid by Medicare (taken from the Medicare EOMB).
Deductible — Enter the amount of the deductible (taken from the Medicare EOMB).
Co-insurance — Enter the amount of the co-insurance (taken from the Medicare EOMB).
Paid by Carrier Other Than Medicar e — Enter the payment received from the primary carrier
(other than Medicare). If the Code 3 is marked in Block 7, enter an amount in this block. (Do not
include Medicare payments).
Patient Pay Amount, LTC Only — Enter the patient pay amount, if applicable.
Remarks— If an explanation regarding this claim is necessary, the “Remarks’ section may be
used. Submit only original claim forms and attach a copy of the EOMB to the claim.
Note the certification statement on the claim form, then sign and date the claim form.
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